INTRODUCTION
Ectopic prostatic tissue (EPT) is a very rare finding and it is usually reported in the lower urinary tract, specifically in the bladder and/or the urethra in males. Its histological and immunohistochemical characteristics are not distinguishable from the normal prostate tissue (1) . To date, less than five cases of rectal, anal, or perirectal EPT have been reported (2) (3) (4) . However, to the best of our knowledge, there is no single published report describing the radiographic findings of perirectal EPT.
When EPT is found in the subepithelial layer of the rectum, the radiologic findings are similar to those of the other types of subepithelial tumors; making the diagnosis very difficult. Herein, we report ultrasonography, computed tomography (CT), and magnetic resonance imaging (MRI) findings of EPT in a 46-yearold man.
CASE REPORT
A 46-year-old man visited our hospital for a detailed examination of a 25 mm mass located immediately above the anal verge.
This mass was coincidentally found on colonoscopy during a routine health check-up. The patient had no rectal symptoms and he had a history of recent antibiotic use for femoral abscess 2 weeks ago.
Repeat colonoscopy performed at our hospital revealed a round, sessile polypoid mass with smooth margins measuring about 25 mm in diameter, covered with normal rectal mucosa, and located approximately 5 cm above the anal verge ( Fig. 1A) .
On abdominal-pelvic CT, a mass extending into the presacral space was observed in the posterior perirectal area, and overlying mucosal enhancement was preserved ( Fig. 1B, C) . Precontrast CT revealed a high-density nodular lesion directed toward the rectal lumen; postcontrast CT showed that the area was not enhanced. Ectopic prostatic tissue (EPT) outside the male genitourinary tract is an unusual finding, and it is very rarely found in the rectum or around the peri-rectal region. In addition, the radiologic features of EPT are seldom reported. Also, it is difficult to differentiate EPT found in the rectal subepithelium from the other types of subepithelial tumors. We present here a unique case of EPT found in the retrorectal region, along with the radiologic findings of transrectal ultrasonography, computed tomography, and magnetic resonance imaging with their pathologic correlations. trasound to be in the 4th layer (muscularis propria) of the rectum and the perirectal space. The mass was poorly marginated and it partially comprised a septated cystic area ( Fig. 1D ).
The location of the lesion was confirmed with endoscopic ul-

Index terms
Preoperative MRI revealed a complex cystic and solid mass located across the posterior rectal wall and the presacral space. The location of the cystic portion was consistent with the high-density nodular lesion found on precontrast CT, and it showed high signal intensity on the T1-weighted image (T1WI) and dark signal intensity on the T2-weighted image (T2WI) without enhancement. The solid portion had low signal intensity on T1WI and high signal intensity on T2WI with heterogeneous enhancement ( Fig. 2A-C) . On the diffusion-weighted image with a b-value of 800, diffusion restriction was not observed in the solid por-tion of the mass (Fig. 2D ).
Based on these radiographic findings, the possibility of an intramural mesenchymal tumor such as gastrointestinal stromal tumor (GIST) or intramural abscess formation in the rectum was suggested.
Endoscopic ultrasound-guided biopsy results showed benign epithelial cells and tumor or inflammatory cells were not found.
Kraske's posterior approach was used for resection of the rectal wall tumor. The mass was multicystic without clear boundaries, located adjacent to muscle layers and muscle fascia. The cyst was filled with clear gel or yellowish-brown mucinous material. Histopathologic examination showed multiple prostatic glands surrounded by fibromuscular stroma. Immunohistochemical stain- ing of glandular epithelial cells was positive for prostate-specific antigen (Fig. 3) . The final diagnosis was EPT in the rectal wall.
DISCUSSION
EPT is a rare diagnosis. It is typically found in the lower urinary tract in males, and EPT outside the urinary tract is even rarer (1, 2, 5). though EPT is not among the most frequent differential diagnoses at first, subepithelial lesions in the rectum must be carefully examined in order to distinguish whether it is a malignancy or a benign tumor (6) . Thus, transrectal ultrasonography, CT, and MRI are necessary. MRI has been reported to be the optimal modality for evaluating soft tissues (6) .
Multiple radiographic differential diagnoses should be considered for a retrorectal mass consisting of complex cystic and solid components. For instance, GIST with internal necrosis may show fluid signal intensity on MRI similar to EPT (6). In addition, mucinous adenocarcinoma can show a fluid signal intensity corresponding to the mucin content, but it has a lace-like peripheral enhancement pattern unlike EPT (7) . Retrorectal developmental cysts should also be considered. Of these conditions, an epidermal cyst and a dermoid cyst appear as thin-walled unilocular, round and well-circumscribed lesions. Moreover, a tailgut cyst usually presents adhering to the sacrum or rectum and has a multilocular shape, and as the internal protein concentration increases, the signal intensity will increase on T1WI and decrease on T2WI (6, 7) . In premenopausal women with endometriosis, usually affecting the anterior wall of the rectum, it shows hyperintensity on both T1WI and T2WI and obliterates the normal hyperintense fat plane between the uterus and the rectum on T2WI (6, 7) . With a recent history of infection, retrorectal abscess formation is possible. However, unlike EPT, the abscess cavities typically show a hypointense center with rim enhancement on contrast-enhanced T1WI (7) .
Embryologically, the central zone of the prostate is of mesodermal origin, whereas the peripheral and transition zones are of endodermal origin. Halat et al. (1) reported that the pathologic findings of 80% of EPTs in the urogenital tract of 20 patients were similar to those of the central zone of the prostate. In the present case, the solid portion of EPT showed low signal intensity on T1WI and high signal intensity on T2WI with heterogeneous enhancement; it was similar to the peripheral zone of the prostate on MRI. Moreover, the shape and distribution of the stroma and glands were similar to those of the peripheral zone of the prostate on pathologic evaluation. All these findings suggest that the solid portion of the mass might have been of endodermal origin. Additionally, areas of high signal intensity on T1WI and dark signal intensity on T2WI without enhancement, seem to correspond to the cystic portions of the mass, found on resec-tion. We speculate that these cystic portions may have been formed by the prostate glands.
It is very difficult to diagnose EPT outside the urinary tract before surgery; in most cases, the diagnosis is confirmed postoperatively via histological identification of prostatic acini and stromal structures (3). Surgical resection is recommended for EPT (4) because the possibility of malignant transformation has been reported (4, 8, 9, 10) .
In conclusion, although EPT is a very rare disease, if a mass showing radiographic features similar to those of the normal prostate is found in the rectal subepithelium, the possibility of EPT needs to be considered.
